the case with the mirror examination. It may be that laryngologists who are very skillful in evaluating what they see in the mirror and what they hear have no quarrel with others who would prefer a television record. But the video image is once removed from the real one. Expert observers catch the spirit of a football game best by directly witnessing it in the stadium; others prefer the closeup and instant replay capabilities of the televised game. In either case, however, the key to understanding the event is with the skill and awareness of the intelligent observer. In the current environment of the practicing clinician, record keeping is of prime importance. Videotapes make excellent records, but the implication that written evaluations and diagrams cannot compare favorably to the video laryngoscopic record is not supported. The validity of the written record depends on the thoroughness of the examination, the accuracy of the writer, and-to some small degree-the skill of the artist. Equally important is whether or not the patient remains in the continuing care of one examining physician, whose records are compared over time. Good annotated drawings are valuable, readily retrievable, cost-effective tools. Moreover, a poor observer and note keeper is not likely to improve his effectiveness as a laryngologist by the acquisition of a surfeit of expensive recording apparatus.
In the collection of clinical data, time must be properly apportioned. Each consultation involves elements such as a history, a thorough physical examination, time for the interpretation of laboratory studies and roentgenograms, and the careful evaluation of special consultations from other clinicians. Which element should we sacrifice to generate the additional time required for video documentation? Should we add time? What are the indications, the benefits, the cost? 4. It is sometimes suggested that mirror laryngoscopists are overly dependent on techniques that seem antiquated (after 130 years of use). I suppose the same could be said about other aspects of the physical examination, too, such as palpating the abdomen or conducting the neurologic examination. But if these examinations have endured for 130 years, we might view this as evidence of their value, not of their antiquity. 5. The dynamics of human interaction are full of subtleties and nuances. If we now turn to photographing and taping much of what we do, will we keep our focus of attention on the patient? Modem equipment is clearly effective and well designed, but this too is seductive. Can we be sure we will avoid being distracted by the equipment? 6 . It is argued that other areas of our specialtyespecially otology-have made great advances in "hard-copy" documentation. Obviously, complete audiometrics, including air and bone conduction, speech reception thresholds, and speech discrimination studies have proved their worth in private offices across the nation. But they are worthless without thorough physical examination, even one in which we neglect to photograph the ear. The success of audiometric advances relies on their ability to obtain measurements we cannot acquire clinically. Hearing thresholds, for example, can be quantitatively presented. But audiometric tests have not displaced the tuning fork. The issue of cost effectiveness-though not at the expense of quality-governs otologic assessment as well. Who does not consider the costlbenefit ratio before brainstem evoked response audiometry, magnetic resonance imaging, or a full electronystagmographic evaluation of the vestibular system is ordered? We use these tests when a thorough history and physical examination support the need for delineation of an etiologic diagnosis and pursuit of the treatment of possible devastating illness (such as an acoustic neuroma) which must be found early and might otherwise be missed. The most common life-threatening illness in the larynx is squamous cell carcinoma. It cannot, as far as we know, be diagnosed any earlier by video laryngoscopy than by an expert mirror examination. 7. Are these research techniques-or are they the long-awaited laryngologic homologue of audiometric evaluation? We think that movement out of the laboratory and into private offices is perhaps premature. It is not clear to us that the new techniques of objective evaluation (laryngostroboscopy, rigid and flexible video endoscopy, electroglottography, airflow evaluation, sonoacoustic analysis, etc.) can improve our ability to treat disease. 8. Video documentation techniques require the expenditure of approximately $15,000 for equipment. Assuming the adoption of this single objective modality by our 7,000 readers (all of whom are assumed to perform mirror laryngoscopy), the total health care equipment expenditure would be $105,000,000. This is just forthe equipment, not the space, the replacements, the servicing, or the additional time required to conduct and review examinations. The availability of a technique does not justify its adoption. Radio and radar monitoring of aircraft is indispensable to the aviation world, but no one would maintain that this technology-clearly sophisticated and objective-could alleviate the problems of ground transportation-especially automobile travel. The larynx (like ground transportation) is a special case, with its own complexities. The availability of elaborate tools to measure the phonatory, respiratory, and deglutitional aspects of the larynx on a routine basis does not mean their employment will improve our ability to treat laryngeal disease. Not to be denied, of course, is the understanding that all of us must support and encourage the continued use of objective measuring tools in laryngologic research. With improvements in the technologies that support these tools, we can expect that their capabilities will be further upgraded. Prices may even be reduced. At the moment, however, the implications of video endoscopic equipment being moved into every laryngologist's office in America (and the potential for much of it to be unused) clearly does not seem justified. Laryngologists are not slow to make advances, Flexible fiberoptic examining equipment (without video documentation) has rapidly gained acceptance and widespread use throughout America because it allows lengthy examination and presents the examiner with an image of the larynx in cases that might otherwise require Editorial 3 direct laryngoscopy. The costlbenefit ratio is clear. By contrast, electronic stroboscopy has been available since 1932 and rigid-rod lens optical systems since 1968. These tools, coupled to video and acoustic recording systems, have not yet worked their way into the routine office examination. We do not believe this is because laryngologists are dragging their feet. They are merely protecting their patients from greater expense and respecting the important distinction between research tools and clinical diagnostic procedures.
